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{X5)

{18) It shall be demonstrated through the
submission of plans and specifications that in
each nursing home a negative air pressure shall
be maintained in the soiled utility area, toilet
room, janitor ' s closet, dishwashing and other
such soiled spaces, and a positive air pressure
shall be maintained in all clean areas inciuding,
but not limited to, clean linen rooms and clean
utility rooms.

This Rule is not met as evidenced by:

Based on observation and interview, the facility
failed to maintain negative air pressure in all
required areas.

The findings included:

Observation and interview with the maintenance
director on 2/8/16 between 9:00 and i1:00 AM
revealed the following areas did not have the
required negative air pressure;

1. Room 411 and 412 restrooms had no
axhaust fans.

2. Room 320 restroom.

3. Staff restroom by dining room 600 hall.
4. Janitor's closet 323.

5. Janitor's closet 721,

8. Restroom by cross corridor doors on 400
hall,

7. Restroom and bio-hazard room by room
404,

These findings were verified by the maintenance
director and verified by the administrator during
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the exit conference on 2/2/16.

potential to be affected by the same deficient
practice and what corrective action will be
taken; The Environment Supervisor audited both
\transfer switch locations for working battery-
‘powered emergency lighting on 2/8/16. After
replacement of one light, both lights were working
properly. All residents had the potential to be
affected but none were found to be affected.

What measures will be put into place or what
systematic changes you will make to ensure that
the deficient practice will not recur; The
Administrator inserviced the Environmental
Supervisor that emergency generator transfer
switch must have a working battery-powered
emergency light,

How the corrective action(s) will be monitored
to ensure the deficient practice will not recur;
L.e., what quality assurance program will be put
into place. The Environmental Supervisor audited
that the battery-powered emergency lighting at the
generator transfer switch was working properly
weekly for one month and then monthly for 2
months or until 100% compliant. Audit results
will be integrated into the Quality Assurance
Performance Improvement Meeting by the
Environmental Supervisor. The team members are
the Administrator, Director of Nursing,
Admissions Director, Unit Mangers, Social
Workers, Dietary Manager, Environmental
Supervisor, Activities Director, Medical Records
Director, Rehab Director, Business Office
Manager, Medical Director,
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